its own, services all ward practice). Later that day, or as soon as the patient is fit for interview, the duty psychiatrist (who is available 7 days a week) appends his opinion and advice including that on any further necessary care. This system has operated well for the past decade and has created a beneficial close liaison betwixt the emergency and psychiatric units. I commend this system and suggest that it spares fairly busy senior house officers in the casualty unit, who can spend the additional time necessary to elicit a fruitful psychiatric history. A R Dow Consultant in Accident and Emergency Medicine Sunderland District General Hospital
Smoking -a major cause of polycythaemia Sir, The paper by Aitchison and Russell (February 1988 JRSM, p 89) on smoking as a major cause of polycythaemia was a welcomeaddition to the extensive evidence which now exists regarding this important issue. For those not yet convinced, however, it would have been useful if they had briefly commented upon the mechanisms by which cigarette smoking might be having the effects they saw.
In smokers, occupation by carbon monoxide of binding sites on haemoglobin reduces the oxygen content of circulating blood at any given Po 2 • Carbon monoxide also increases the affinity for oxygen of the remaining haem sites; the haemoglobin-oxygen dissociation curve is left-shifted', and there are also changes in the shape of the curve-. Not only is the blood carrying less oxygen, it is also more reluctant to release that oxygen to the tissues. This reduced oxygen delivery to the renal oxygen sensor responsible for erythropoietin release" may result in polycythaemia. Although a reduced plasma volume is found in many smokers with a raised haematocrit, it is not a universal finding. The influence of alcohol on plasma volume and the ways in which smoking and drinking may together produce polycythaemia have been discussed elsewherev", and Aitchison and Russell do not report patterns of alcohol consumption in their patients. Nevertheless, this does not detract from the importance of their message that carboxyhaemoglobin estimation is a vital part of the investigation of patients with both absolute and relative polycythaemia. J MOORE·GILLON Br Med J 1986; 292:1617-8 Facial reconstruction in Down's syndrome Sir, I think some aspects of the editorial by Hatch (January 1988 JRSM, p 1) on the above subject, should not go unchallenged. I note that the author is an anaesthetist, and may therefore lack very much Journal of the Royal Society of Medicine Volume 81 July 1988 431 experience of the problems faced by the families of children and young people with Down's syndrome and by the young Down's syndrome people themselves. I take particular issue with his comment that, '... if there is severe mental impairment, it is hard to see how cosmetic surgery could help a child to contribute more to society or become more integrated in it.' What contribution to society, precisely, is required of a child? Do these social indications determine in any way whether a child who might benefit from plastic surgery is to receive it? Not all children with Down's syndrome are, by any means, 'severely' mentally retarded, and it has been felt for many years that the children's ready identification may lead to prejudice that may limit their experience oflife, hence the movement in the USA particularly, towards facial reconstruction.
Department of Respiratory Medicine
Noone should recommend any type of surgery without due consideration of its risks, and that aspect of the editorial is clearly important. However, there should be few anaesthetists who would not realize that a patient with Down's syndrome might well have associated congenital heart disease as well, and there are very few centres, hopefully, that would allow surgery to proceed without appropriate preoperative investigation. Any patient at anaesthetic risk from severe congenital heart disease should not remain unremarked.
The question of whether plastic surgery is likely to be of benefit or otherwise should be considered by the parents or other carers, by the young person if old enough to have an opinion, by his or her community or hospital paediatrician, and by the general practitioner and other professionals involved in health care, in consultation with a plastic surgeon who has had experience of this work. An anaesthetist should then be drawn in to consider the risks. This procedure should not be reversed. C G H NEWMAN
Consultant Paediatrician
Westminster Hospital, London *The author replies below: Sir, It is reassuring to know that Dr Newman agrees that cosmetic surgery should not be recommended to Down's syndrome patients without due consideration of the risks. The main purpose of the editorial was to remind those involved with the primary care of these patients how significant these risks can be. This is something which anaesthetists are perhaps uniquely placed to comment on, since not only are they intimately involved with the families at the time of operation, but they must also ultimately shoulder the responsibility of deciding whether or not the child is fit for surgery, and in many cases manage the intensive care problems which may arise afterwards even in the absence of congenital heart disease. Though most plastic surgeons take a very balanced view about this problem, some of the current literature suggests that it is not always easy for them to be entirely objective about the results of their surgery.
It is important for all concerned to have a realistic idea about the possible benefits of the proposed surgery to weigh against the risks. This is, surely, particularly important when there is severe mental handicap, denying the patient the opportunity to take part in the decision-making process as Dr Newman would wish. He seems unaware ofthe multidisciplinary approach to difficult decisions like these which is now adopted in most progressive units, where advice is sought at an early stage from those who will be most involved in the management of the patient. His suggestion that an anaesthetist should be invited to consider the risks after paediatricians and others have raised the parents' hopes, seems remarkably out of date. D J HATCH
Department of Anaesthesia
The Hospital for Sick Children, London Histiocytosis X: sequential involvement of thirst and antidiuretic hormone centres Sir, We were interested to read the case report on the above subject by Leung and McArthur (February 1988 JRSM, p 109) .
We have seen 6 patients over the last 5 years with biopsy proven Langerhans cell histiocytosis (LCH) who complained of polyuria and polydipsia but who had initially normal standard water deprivation tests. They all went on to have shortened (5-7 hour) water deprivation tests with measurement of urinary vasopressin (AVP) and were found to have urinary AVP levels of less than 30 pmol/l indicating complete diabetes Insipidus'.
Book reviews
A Manual of Labour Ward Practice J Malcolm Pearce & S A Steel pp 283 £17.50 ISBN 0-471-91195-X Chichester: Wiley 1987 This soft-backed obstetric textbook, written by a senior lecturer and a research registrar (respectively) from St George's Hospital, London, is aimed at all midwives and junior medical staff involved in the management of women in labour. It is well set out, easy to read and amply illustrated with line drawings and photographs, (which may account for the relatively high cost).The chaptercontents are usefully catalogued under each chapter heading. The manual is in 3 parts; beginning with a very brief discussion of optimum design, equipment and staffing levels of a labour ward, and the expectations of parturient women (4 pages). Part 1 then considers normal labour and delivery (58 pages), and Part 2 complicated labour (200 pages).
Unfortunately, this is yet another unreferenced textbook, intended for use as a 'reference source'. It is one thing to offer 'suggestions for management ... which ... reflect personal viewpoints', but quite another to offer them, unsupported, as fact. This is most apparent in Part 1, as they clearly regard EFM, ARM, time limits in second stage, and epidural anaesthesia, for example, as universally desirable. Consequently, there is no discussion of, for example, the possible advantages ofleaving membranes intact in normal labour, or changing position in second stage to encourage progress. Preservation of the perineum
We have recently carried out a prospective study of 13 newly diagnosed cases of LCH. Each patient had a 6-monthly shortened water deprivation test with measurement of urinary AVP. Two patients developed clinical diabetes insipidus with very low levels (< 30 pmol/l) of urinary AVP and 6 developed partial diabetes insipidus (urinary AVP 30-90 pmol/l).
It is more likely that the patient described by Leung and McArthur initially had partial diabetes insipidus which was not detected by a standard water deprivation test, rather than to have had sequential involvement of thirst and ADH centres.
A shortened water deprivation test with measurement of urinary AVP levels is less stressful, easily reproducible and more discriminating than the standard test. Acta Endocrinol 1988; 117:13-8 is not mentioned, and the implication that episiotomy is preferable to tearing is not supported by recent research. Neither do the authors consider the way in which the third stage of labour should be conducted if the woman refuses either syntometrine or cord clamping. Apart from a few lines in the introduction, the midwife, as opposed to the obstetric nurse, is noticeably absent from the book.
It is difficult to see why the puerperium is considered in a manual of labour ward practice, and this too contains unsupported statements which are contradicted by recent research such as saline baths for perineal healing; mastitis equals infection, thus requiring antibiotics in all cases.
The authors are clearly more at home discussing complicated labour; when the 'woman' becomes a 'patient' and enters their own area of expertise. A wide range of problems are discussed and clear, concise, step by step management instructions are given, in line with those contained in the labour ward protocol at St George's Hospital. This section is also unreferenced and the degree to which it will be acceptable to obstetricians in other hospitals remains to be seen. The respect and consideration for the woman as an individual, evident in the introduction, resurfaces sporadically throughout the book, particularly in the discussion of birth plans. The subject of stillbirth and neonatal death is sensitively handled, and this is clearly an area that has received great attention at St George's Hospital'. S INCH Editorial Representative Forum on Maternity and the Newborn Reference 1 Inch S. Special care for the neonate means special problems for the profession. J R Soc Med 1966;79:50-3
